A cral volar skin is the most prevalent site of malignant melanoma in nonwhite populations. In 2007, our group proposed a 3-step algorithm for the management of acquired melanocytic lesions affecting acral volar skin (Figure 1) . 1 We now know that almost all acral melanomas arise de novo, not in association with a preexisting acral nevus. 2 Given that an acral nevus has virtually no risk of developing to acral melanoma, follow-up of a definitely diagnosed acral nevus is not necessary. Taking this point into account, we have revised the 3-step algorithm. In the revised algorithm, the order of the second and the third steps in the previous algorithm is reversed, and a new category without need of further follow-up is introduced.
. A total of 17 lesions exhibited the PRP, and all 17 of these lesions were histopathologically diagnosed as acral melanoma.
In both algorithms, the same 26 lesions were categorized into the group not showing typical benign dermoscopic patterns and larger than 7 mm in diameter. Biopsy was performed in 19 of the 26 lesions, and the remaining 7 lesions were not biopsied because of refusal by patients or physically or psychologically complicated conditions of the patients. Of the biopsied 19 lesions, 8 lesions were histopathologically diagnosed as acral melanoma, In the original algorithm, 148 lesions were categorized into the group to be followed up. In contrast, in the revised algorithm, 101 lesions of the 148 lesions (68.2%) were categorized into the group without need of further follow-up, and the remaining 47 lesions (31.8%) were categorized into the group to be followed up periodically. In actuality, biopsy was performed in 28 of the 148 lesions categorized into the follow-up group in the original algorithm, and all of them were melanocytic nevi. The remaining 120 lesions were followed up for a median of 48 months (approximate follow-up range, 21-68 months). No significant changes in dermoscopic features were observed in any of these 120 lesions during the follow-up period.
Comment. In the original 3-step algorithm for the management of acquired acral melanocytic lesions, criteria for biopsy were clearly established, but all the other lesions were categorized into the group to be followed up. The relationship between acquired melanocytic nevi and malignant melanoma is still controversial. However, if limited only to acral melanoma, morphologic and molecular findings support de novo development without preexisting nevus. 3, 4 Dermoscopically, the typical pattern of early acral melanoma is the PRP, whereas that of acral nevus is the parallel furrow pattern or its variants. 5 Although some temporal changes in dermoscopic features are detected in acral nevi, transition from the benign dermoscopic patterns to the PRP has been never observed. 6,7 These findings support the de novo origin of acral melanoma. Thus, in our opinion, periodic fol-low-up is not necessary for definitively diagnosed acquired acral melanocytic nevus because it carries no risk of development to melanoma.
By using the revised algorithm, physicians can substantially reduce the number of lesions that need follow-up without missing early acral melanoma. We advise most patients in the follow-up category to visit us once or twice a year, though there is no evidence to specify adequate frequency of follow-up. Furthermore, we ask them to come back soon if the lesion enlarges to more than 7 mm.
In this revised 3-step algorithm, the most confusing point may be evaluation in the second step. Accurate identification of the typical dermoscopic patterns is essential in this step. To avoid missing early acral melanomas, if a lesion does not show stereotypical benign patterns, it should be classified into the category not conforming to the typical benign patterns.
Another possible problem in using this algorithm is differentiation between acquired and congenital acral nevi because the algorithm is designed only for acquired melanocytic lesions. Our group has recently reported dermoscopic patterns characteristic of congenital acral melanocytic nevi, 8 which will help identify and exclude congenital acral nevi. However, it may be impossible for us to identify all the congenital acral nevi as such. Therefore, some congenital acral nevi are possibly evaluated with this revised 3-step algorithm. We believe that this does not cause a serious problem because the number of congenital acral nevi, particularly those classified into the category to be biopsied, may be very small.
In conclusion, we believe that the revised 3-step algorithm greatly aids clinicians in efficiently managing acquired melanocytic lesions on acral volar skin. S kin pigmentation and sun sensitivity vary widely among US Hispanics, 1 whose median number of nevi (the strongest melanoma risk factor) is somewhat lower than in whites yet higher than in Asians or blacks. 2 The correlation between number of nevi and age is stronger in Hispanics and non-Hispanic whites than in other ethnoracial groups. 2 Among Hispanics, acculturation to the United States might lead to decreased sun safety practices. 3 Nationwide data from 1992 through 2007 reveal that melanoma incidence among Hispanics increased by more than 22%. 4, 5 Hispanics display higher rates of thick melanoma at diagnosis, and in the absence of cure, targeted prevention might be the best strategy for countering the epidemic. 6 Hence, our objective was to synthesize the evidence about skin cancer screening among US Hispanics.
Methods. We identified observational populationbased US studies on melanoma or other skin cancer screening that evaluated participants of Hispanic descent, without any age, time, or language restrictions. Hispanic or Latino ethnicity was defined as Mexican, Puerto Rican, Cuban, or Central or South American heritage regardless of race. 7 Screening techniques included skin self-examination (SSE), clinical skin examination (CSE), dermoscopy, and biopsy. We conducted an extensive literature search through October 2010 using MEDLINE (from 1950), EMBASE (from 1974), CancerLit (from 1963), and Lilacs (from 1982) and reviewed the bibliographies of all relevant articles. The following keywords and indexing terms were used: melanoma, skin neoplasms, self-examination, early detection of cancer, and mass screening. From the 1029 retrieved articles, we excluded duplicates, reviews, non-US studies, and those with patient or survivor samples, selecting 138 articles for detailed review. Studies with missing ethnoracial data were excluded. Nine studies met all inclusion criteria, and from each we extracted the age range, population type, health care access status, setting, number and/or percentage of Hispanics with reported melanoma or other skin cancer screening, year of assessment and measurement method.
